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Aims 

   

•  Set out the terms of current debate  

  

•  Assess the state of knowledge in the field 

 

•  Identify any well-evidenced interventions  

 



Terminology 

• Some commentators refer to health professionals involved in adverse 
events as  ‘second victims’, a term introduced by Wu in 2000. Many 
now involved in the field (including US experts such as Jo Shapiro, 
widely acknowledged to be a leader in developing support) prefer not 
to use the phrase.  

 

• One reason for this is that patients’ supporters find it offensive, as they 
view patients’ families and other close associates as the real ‘second 
victims’ of medical harm. We appreciate that researchers have been 
careful to state that patients and their supporters are in their view the 
‘first victims’. However, in our experience, lay people hearing the term 
‘second victim’ think it should apply to patients’ families and other 
loved ones.  

 

• A second reason for not using the word ‘victim’ is that we believe it to 
be unhelpful to label highly capable professionals, who often exhibit 
strong coping skills, as ‘victims’. We have therefore avoided using the 
expression in this review  



Methods 
• A narrative review method was adopted because at this early stage of 

developing a potential intervention, the questions to be addressed are 
broad and conceptual in nature.  

 

• We searched PubMed and Google Scholar using a wide range of 
keywords derived from the literature.  

 

• We also carried out an ancestry search, manually reviewing reference 
lists of retrieved articles.  

 

• We included original research, review articles, and conceptual studies.  

 

• Material referenced in this document is a selection from the literature, 
chosen to illustrate key points  

 



Understanding the terms of the debate 
 

• Is there a qualitative difference in the 
emotional, cognitive and social reactions of 
professionals: 

 

– involved in adverse incidents 

– who experience client suicide 

– experiencing secondary trauma, compassion 
fatigue and burnout  

 



The short answer is… 

The main difference is the presence or absence of guilt 

 

• Feelings of guilt are common among clinicians involved in adverse 
events, and to a lesser degree among clinicians whose patients die by 
suicide.  

 

• Guilt does not figure largely in compassion fatigue, secondary stress, 
or burnout. However, guilt’s close partner, shame, may be present in 
all these areas. 

 

• Guilt is just one of a wider range of emotional responses associated 
with being involved in adverse events.  

 

• Virtually all of the other emotional responses which are part of being 
involved in an adverse event are also apparent in client suicide, 
compassion fatigue, secondary stress, and burnout. 



Overall experiences of GP’s and adverse 

events 
• We could find no study specific to UK General Practice.  

 

• We found 2 studies (from Canada and the US) that focused on family 
physicians, but are of limited scope. (Newman 1996, O’Beirne 2012) 

  

• Newman’s was a small study of 30 physicians selected at random, of whom 
only 23 admitted ever having made a mistake. When asked to recall 
feelings invoked by their most memorable mistake respondents reported, in 
order of prevalence, self doubt, disappointment, self-blame, shame and 
fear.  

 

• O’Beirne studied family physicians & their staff. Physician and staff 
responses were not disaggregated. In order of prevalence, the reported 
emotions were frustration, embarrassment, anger, guilt, blame, relief, self-
doubt, shame, and sadness. 



Impact of client suicide - Overall 
• There is an extensive qualitative and quantitative literature dating back about two 

decades, with a focus on experiences of psychiatrists, psychotherapists and 

counsellors. (Sangar 2010) 

 

• The likelihood of mental health professionals experiencing a completed client suicide 

varies widely according to clinical occupation and client group. 14% of US clinical 

social workers have experienced client suicide; while a study of Irish psychiatrists 

found that 81% had experienced multiple client suicides. (Sangar 2010) 

  

• Research activity is divided between measuring general emotional effects, and 

measuring stress effects. Clinicians undoubtedly experience significant emotional and 

stress responses, but these rarely lead to clinical level disorders. However, client 

suicides affect subsequent patient care. (Seguin 2014)  

  

• A recent study established that higher levels of distress are associated with lack of 

support from colleagues and institution (Wurst 2013) 



Experiences of GP’s and client suicide 
• There is little published data on prevalance. A UK analysis found 

that an average of 45% of patients who died by suicide, per year 
(c.2,500 people) were in touch with primary care services in the 
final month. How many of these saw GPs is unknown. 
(Stanistreet et al 2004) 

  

• A handful of studies of UK GP’s emotional and behavioural 
responses to patient suicide.  (18-20)  Saini reported in 2010 
that among her sample of English GPs who had experienced 
client suicide, two thirds had been affected by it. Availability of 
support was variable.  

  

• In a study of Critical Incident Review of client suicides, Kendall 
found that while Review was not always welcomed initially, 
many GPs found that being absolved of blame was helpful. 

 



Compassion fatigue, secondary traumatic 

stress, and burnout  

• There is difficulty in reviewing findings relating to 

compassion fatigue, secondary traumatic stress, 

and burnout because these concepts are not 

consistently applied.  

 

• Health professionals frequently conflate the 

concept of compassion fatigue with the concept of 

burnout, but these concepts are usually 

differentiated in the literature.  

 

 



Experiences of GP’s 

• Aside from one discussion of the role of 
Balint Groups (Benson 2005), we could find 
no study of secondary traumatic stress or 
compassion fatigue specifically in GPs.  

 

• However, since the early 1990s there have 
been widely expressed concerns for GP 
Burnout – mentioned in more than 12 
articles in our review. 

 



Effects of working with traumatised individuals (1) 

• There is an extensive literature dealing with effects on welfare professionals of 
different types of trauma work (e.g. working with child survivors of abuse, 
disaster response, domestic violence). 

  

• The term ‘vicarious traumatization’ refers to a phenomenon that arises from 
working with survivors of trauma or violent crime.  (Tabor 2011)   

 

• Vicarious traumatization is triggered by the process of empathetic listening to 
“emotionally shocking images of horror and suffering”. (Tabor 2011)  

 

• Professionals affected may begin to experience negative emotions and 
burdensome psychological responses that mirror those experienced by their 
clients.     

 



Effects of working with traumatised individuals (2) 

• Identification with a client’s trauma may, however, also be matched by 
identification with the client’s recovery. The recent development of 
concepts of ‘vicarious post-traumatic growth’ (Arnold et al 2005) and 
‘vicarious resilience’ (Hernandez 2010) are worthy of note.  

 

• Trauma survivors may experience personal growth as they recover from 
trauma, and frequently demonstrate impressive personal resilience. It is 
suggested that professionals may also experience personal growth and 
learn resilience through observing these processes in traumatised 
clients (Silveira 2015)  

 

• As yet the findings are scant, and it is unclear what quality or quantity of 
‘witnessing’ would be required to ignite the vicarious response. 

 

 



Coping strategies, recovery processes and support needs  

The short answer… 

• Existing research on clinicians involved in adverse events focuses on 
emotion-focused and social-focused coping, and there is less 
discussion of action-focused approaches to coping. 

 

• The ‘find and fix’ approach to learning after adverse events could be 
interpreted as an action-focused coping strategy. If it is, engagement of 
the involved clinician is probably valuable. Recognising that ‘find and fix’ 
is a coping strategy might also help indicate if and when it becomes 
maladaptive.  

 

• Evidence on the recovery process of hospital clinicians merits careful 
assessment, but may not translate directly to General Practice (Scott’s 
Model – Slide 16) 

 

• The most frequently expressed perceived need is support from peers 
 



Possible support mechanisms, and 

evidence of their effectiveness - the short 

answer… 

• This is a seriously under-researched area.  

 

• There is currently no consensus on what 
mechanisms are effective. 

 

• Where mechanisms are articulated, the evidence for 
their effects and impact is weak. 

 

 

 





• A recently updated Cochrane Review (Ruotsalainen et al 

2015) of interventions to prevent stress drew mainly 

disappointing conclusions. Cognitive-behavioural training 

as well as mental and physical relaxation had the potential 

to reduce stress moderately.  

  

• The Point of Care Foundation recently reviewed the 

available evidence on interventions to support individual 

resilience (Goodrich et al 2015).  

 

• Six approaches were identified.   

 



1. Self-care:   

2. Clinical supervision 

3. Reflective Practice 

4. Mindfulness and meditation.   

5. Interventions to improve resilience: 

6. Educational programmes 

 

Evidence for each approach, which is in the main 
quite weak, is cited in the Point of Care Foundation 
report. 

 



End Note 

Post-traumatic Growth, Vicarious Post-

traumatic Growth and Vicarious Resilience  

 

We suggest that these might afford new ways 

to conceptualise the aims and approaches of 

supportive interventions. The focus would be 

on recognising the scope for personal growth 

and supporting coping modalities that might 

sustain it, including witnessing others’ recovery.       

 



For full report and bibliography 

please see 

www.emahsn.org.uk/PSCsuicide 

 


